The effectiveness of telephone crisis services/hotlines, examining proximal outcomes as measured by changes in callers' crisis state from the beginning to the end of their calls to eight centers in the U.S. and intermediate outcomes within 3 weeks of their calls, was evaluated. Between March 2003 and July 2004, 1,617 crisis callers were assessed during their calls and 801 (49.5%) participated in the followup assessment. Significant decreases in callers' crisis states and hopelessness were found during the course of the telephone session, with continuing decreases in crisis states and hopelessness in the following weeks. A majority of callers were provided with referrals and/or plans of actions for their concerns and approximately one third of those provided with mental health referrals had followed up with the referral by the time of the follow-up assessment. While crisis service staff coded these callers as nonsuicidal, at follow-up nearly 12% of them reported having suicidal thoughts either during or since their call to the center. The need to conduct suicide risk assessments with crisis callers and to identify strategies to improve referral follow-up is highlighted.
Telephone crisis services (TCS) have been many maladaptive behaviors such as alcohol use, interpersonal violence, or suicidal behavproviding crisis intervention and referral services in the United States for over 40 years.
ior involve maladaptive responses to crises; (3) crises are characterized by increases in The conceptual bases for crisis intervention include: (1) crises are time limited and preanxiety, which produce cognitive constriction and attenuate problem-solving ability; and sent an opportunity for positive or negative outcomes, based on the application of effec-(4) due to the failure of the usual coping mechanisms and heightened vigilance, inditive or maladaptive coping, respectively; (2) viduals are more open to intervention (Caplan, maladaptive coping, and to help the caller find a plan for coping with the situation that 1964; Rapoport, 1965) . The implications of these concepts for intervention suggest that precipitated the crisis and/or another helping agency that can provide further assistance. interventions must be readily accessible to provide adaptive responses to crises to attenEvaluations of TCS have included caller feedback/satisfaction, assessments of uate maladaptive outcomes; due to the reduction in defenses, a relatively brief intervenhelping processes and proximal outcomes (changes in caller crisis or suicidal status), tion may have a significant impact; and a collaborative intervention which includes acrates of follow-up with referrals, and assessments of distal outcomes consisting of changes tive problem solving and mobilization of internal and external resources is necessary to in community suicide rates. The focus of this study is outcomes for nonsuicidal crisis calltake advantage of the opportunity for growth presented by crises (Baldwin, 1979; Brock- ers to TCS. Therefore, studies of crisis and referral outcomes for these callers are reopp, 1973).
Based on this rationale, a model of criviewed. A companion article addresses TCS responses to suicidal callers (Gould, Kalafat, sis services has evolved that consists of 24-hour telephone services (often supplemented Harris Munfakh, & Kleinman, this issue).
Early process evaluations of telephone by mobile outreach teams) staffed by specially trained professionals and/or paraprocounseling interventions focused on helperoffered conditions of empathy, warmth, and fessional volunteers who provide one-time or time-limited interventions to clients at no genuineness (Rogers, 1957) , which are representative of helping approaches of many telecharge. A consensus has evolved around a four to six step problem-solving intervention phone crisis centers to this day. Studies found moderate levels of these conditions as rated model first adopted by the Los Angeles Suicide Prevention Center (Farberow, Heilig, & on simulated calls and role-plays, variations between centers, and increased levels associLitman, 1968), consisting of establishing rapport; defining the problem(s) (including asated with training and experience (Bleach & Claiborn, 1974; Caruthers & Inslee, 1974 ; sessing risk for suicide); exploring affect (including reducing anxiety and other affects France, 1975; Kalafat, Boroto, & France, 1979; O'Donnell & George, 1977) ; however, that attenuate problem solving); exploring callers' coping repertoires; and developing althe relationship between these conditions and call outcomes was not assessed. Other ternatives for addressing the problem (i.e., a specific plan of action and/or referral to instudies have assessed the presence and timing of the components of the helping model and formal or formal resources). In addition to a variety of crisis situations, TCS provide imexamined their relationships to caller outcomes through follow-up calls to callers mediate responses to suicidal callers. For callers in less acute suicidal states who may (Echterling & Hartsough, 1989; Echterling, Hartsough, & Zarle, 1980; Young, 1989) . be at the ideation or planning stage, TCS aim to identify the precipitants of the suicidal
The presence and timing of these components were related to positive caller feedback state, generate alternative coping strategies, and mobilize supports for callers. For callers and outcomes such as relief of distress, confidence, and emotional awareness. in more acute, imminent suicidal states, TCS may engage in more active interventions such Asessments of callers' follow through with referral recommendations have also as obtaining the location of callers through direct request, tracing calls, or employing been conducted (Buchta, Wetzel, Reich, Butler, & Fuller, 1973; Paul & Turner, 1976 ; caller identification; and, sending community emergency response personnel. The goal of Slaikeu, Tulkin, & Speer, 1975; Slaikeu & Willis, 1978) . In general, studies found foltelephone crisis intervention, then, is to reduce maladaptive cognitive and affective low through rates of approximately 50%. Two early studies that rated the appropriatecomponents of the crisis state, to attenuate ness of referrals provided by telephone staff cesses, use of internal call monitoring, and willingness to adopt agreed upon standardraised concerns about the accuracy of referrals (Bleach & Claiborn, 1974) and their apization of call record keeping and evaluation procedures. An additional three centers had propriateness for the caller's problem (Apsler & Hodas, 1975) . Whether or not callers folbeen originally recruited, but dropped out of the study because one had assumed a new low through with referrals may also be a function of such variables as caller motivation service and could not take on additional projects; another conducted face-to-face outreach and availability of other sources of support (Slaikeu et al., 1975; Slaikeu & Willis, 1978) .
with all callers, and thus was not a typical telephone hotline; and the staff of the third Also, it may be that effective efforts to reduce callers' anxiety or resolve their concerns may refused to collect evaluation data. Seven of the participating centers were members of a attenuate motivation to contact referrals. Finally, counselor skill may affect referral folnational 1-800-SUICIDE network. The eight centers were located in six states (2 midwest, low through; for example, Slaikeu et al. (1975) found that callers who followed through 4 northeast, 1 south, and 1 west). Telephone counselors in these centers were either paid rated the counselor who provided the referral as more helpful than those who did not. In (4), volunteer (3), or a mixture of both paid and volunteer (1). The annual call volume in addition, Paul and Turner (1976) found that provision of incentives for crisis staff's conthese centers ranged from 7,993 to 85,000 calls per year. The method used by crisis censcientious provision of referrals increased rates of follow through.
ters to select which counselors would participate in the project varied. Three crisis cenTo date, there are no studies that evaluate a primary aim of crisis services-to reters required all of their counselors to participate, and in two other centers counseduce the crisis states of callers from their presenting levels at the start of the call-and lors participated on a volunteer basis. The remaining three centers used specific criteria to to provide a specific plan of action or referral for the caller's presenting problem. The purselect only a portion of their counselors: in one, all but the overnight staff were required pose of our study was to evaluate the effectiveness of TCS for achieving positive client to participate; in the second, only paid staff was selected to participate; and in the third outcomes as indicated by changes in callers' crisis states from the beginning to the end of center only those with extensive crisis counseling experience were selected. A total of their calls to participating centers (immediate outcomes), and again within 3 weeks of their 240 counselors in the eight centers conducted the baseline assessment with callers. calls (intermediate outcomes). Callers' recollection of and follow through with plans of
The number of counselors participating in each center ranged from 9 to 70. The average action and/or referrals received during their calls were also evaluated. The companion arnumber of baseline assessments conducted per counselor in each center ranged from 2 ticle (Gould et al., (Stein & Lambert, 1984) . These descriptions include cognitive components one caller.
For the 816 (50.5%) that did not parsuch as confusion, overwhelmed, and constricted problem solving; affective compoticipate in the follow-up, the reasons for not participating were: 470 (57.6%) refused at nents such as anxiety, helplessness, and anger; and cognitive-affective states such as hopebaseline, 124 (15.2%) gave the crisis counselors invalid contact information, 69 (8.5%) lessness and depression. Halpern (1973) developed a self-report measure that consisted were not asked if they wanted to receive a follow-up call, and 153 (18.7%) gave consent of statements reflecting most of these states and found that it reliably distinguished befor follow-up contact but the follow-up in- tween individuals experiencing different types be administered, was also eliminated. This reduced the number of items to 12. Two adof crises (e.g., interpersonal, divorce, bereavement) and a non-crisis comparison group. ditional items, helpless and overwhelmed, were then added to the assessment to capture the For the purposes of the present study, we sought an instrument that described compowords most commonly expressed by crisis callers to describe how they are feeling. A tonents of the crisis state and was brief, sensitive to short-term changes, and psychometrital score on the POMS-M was the sum of all 14 items. Callers were asked to rate their cally sound. The POMS-A met these criteria and an adaptation of it was used to assess callfeelings on a 5-item scale (Not at all, A little, Moderately, Quite a bit, Extremely) near the beers' crisis state or level of distress. The POMS has been utilized in hundreds of inginning of the call to the center, again at the end of the call, and at the follow-up intervestigations to measure transient mood states (McNair, Lorr, & Droppleman, 1992) . The view.
Hopelessness. Callers were also assessed shortened version of the POMS-A (24 items) is suitable for use with adolescents as well as for feelings of hopelessness by two sets of questions. Callers were first asked, "To what adults (Terry, Lane, Lane, & Keohane, 1999) . The POMS-A uses a "right now" time frame.
degree do you feel that there is no hope for improvement in your situation in the future? Based on factor analytic studies (McNair et al., 1992; Norcross, Guadagnoli, & Pro- As you look into the future, do you see things getting better in your life?" Responses were chaska, 1984; Rhoades, Grabowski, Elk, & Cowan, 1993; Usala & Hertzog, 1989) , six rated from 1 (Nothing will change, things will stay bad) to 5 (Sure that the future will be betfactors have been derived from the POMS and POMS-A; namely, tension-anxiety, deprester). The response codes were recoded so that higher scores indicated more hopelessness. sion-dejection, anger-hostility, fatigue-inertia, confusion-bewilderment, and one positive state,
The following question was, "To what extent does the following belief, which I am about vigor-activity. To facilitate the use of this assessment during a crisis call, the measureto say, describe how you are feeling right now? I don't think I can go on." Responses ment was shortened by excluding two factors, fatigue-inertia and vigor-activity. The lowest were rated on the scale from not at all to extremely. Hopelessness was the average of the loading item, one for each of the domains to scores from both items. These questions Training Procedures were asked at the beginning of the call to the center and repeated at the end of the call and Center Staff. The research team trained the crisis centers' staff on the baseline adminat the follow-up interview.
The remaining measures were asked istration protocols. In five centers, the research team directly trained the counselors. only during the follow-up interview.
Plan of Action Compliance. This set of In the remaining three centers, the research team trained one or more crisis center memquestions assessed whether callers agreed with and followed through with the plans of bers who then trained the centers' counselors. The suicide risk assessment protocol is action developed by the crisis counselor with the caller. Action plans ranged from "looking described in the companion paper (Gould et al., this issue). For nonsuicide crisis calls, for a new job" to "taking a walk to calm down." If callers did not agree with the plan, counselors were instructed to conduct the POMS and hopelessness assessments on all or if they did not completely follow through with the plan, then their verbal responses as of the calls. Criteria for excluding calls from the assessment were developed in collaborato why they did not agree or follow through were recorded as text responses.
tion with center directors from the advisory board. These were individuals who called Service Utilization and Compliance. These questions assessed whether callers only for information and referral but were not in crisis; third-party callers; intoxicated agreed with and followed through with referrals given to them. Callers were asked and/or belligerent callers; frequent chronic callers; minors; non-English speaking callers; whether they remembered receiving referrals, the type of referral(s) received (emerand callers who were not in a mental state fit to complete the assessment. Aside from ingency services, mental health services, social services, and information and referral serclusion of the POMS and hopelessness, we did not promote any other changes in the vices), the extent of their agreement with the referral(s), and the extent of follow through.
centers' usual crisis procedures or interventions. Counselors were trained to ask quesIf callers did not agree with the referral, or if they did not follow through with the referral, tions by incorporating them into their own centers' standard assessment and intervention then their verbal responses as to why they did not agree or follow through were recorded as procedures and helping styles. This assured that the call would flow smoothly and not text responses. These narrative responses were recoded by two independent raters. Exfeel like a structured interview. For example, counselors were encouraged to use their own amples of codes were, "services too far away," and "unable to pay for service." language and style to ask questions, and to use common crisis intervention language, Client Feedback on Call. Two openended questions about what was helpful or such as "it sounds as if" or "I'm wondering." Also, counselors were trained to not ask not helpful about the call initiated the assessment: "Thinking back to the call you placed questions but to just code the responses if a caller spontaneously provided answers to to the crisis line, can you tell me how the call was helpful to you?" "Can you tell me what questions. The training included role-playing and discussions about what was or was not was not helpful about the call?" Follow-up interviewers made verbatim notes of callers' working after each roleplay. Follow-up Interviewers. To ensure inresponses to these questions. Twenty-one close-ended questions followed the opendependent follow-up assessments, these interviewers were paid members of the project ended assessment and provided ratings in three areas: helper interventions, emotion evaluation staff and not crisis center staff. They had either telephone crisis counseling regulation, and overall efficacy, but the responses to the close-ended questions are the experience or equivalent clinical training and experience. Training of follow-up interviewfocus of another paper. ers included instructions on how to maintain between the counselor's assessment and their monitoring assessment and provided feedclient confidentiality during follow-up contact; how to obtain informed consent; how to back to the counselor. Intermediate Outcomes (Follow-up) . administer the assessment in a compassionate manner while retaining control of the interEighteen follow-up interviewers participated in the follow-up data collection. Interviewers view; and how to conference callers back to the crisis center when they met criteria for were monitored during their first follow-up assessment. The Project Coordinator monithe required conference call as described in the safety procedures section. Training was tored their audiotaped interviews and assessments, and provided feedback to the interconducted through instruction and roleplaying.
viewers in order to improve the quality of their assessments.
Quality Control Procedures
Consent and Safety Procedures Immediate Outcomes (Baseline). Stipends were provided to each crisis center for Immediate Outcomes (Baseline). The project was approved for a waiver of consent a staff member to function as a local data coordinator under the supervision of the center for use of de-identified information gathered during the baseline assessment. The assessdirector. The local data coordinators reviewed completed assessments, provided onment procedures involved no more than minimal risk and were routine for telephone crigoing feedback and training to the counselors, and sent de-identified baseline data and sis services. Compensation was not offered to callers for completing the baseline assesscallers' contact information to the Project Coordinator. Local data coordinators were ment because it was included as part of the intervention normally provided to callers also responsible for reviewing the centers' call records and comparing them to com-(such as a risk lethality assessment and asking callers about their thoughts and feelings). pleted assessments to ensure that all eligible callers were being assessed. If assessments Using an IRB-approved re-contact consent script, counselors asked callers with were not conducted with potentially eligible callers, the coordinators reviewed the call rewhom they had conducted baseline assessments if they wished to receive a follow-up cords for these callers with the crisis counselors. The local data coordinators and the call from the research team in a week or two to see if they were interested in participating Project Coordinator communicated via telephone and e-mail on a weekly basis to discuss in a follow-up assessment. To protect the confidentiality of callers during the re-contact the quality of the data collection and clarify protocol procedures.
efforts, counselors asked callers how and when they wanted to be contacted, as well as For additional quality control purposes and to ensure the reliability of the baseline what type of message (if any) could be left on an answering machine or with the person assessments, on-site silent monitoring was conducted on approximately 10% of calls in picking up the telephone.
Intermediate Outcomes (Follow-up) . Aceach of the centers. Silent monitoring assessed whether counselors were following the tive consent to participate in the follow-up telephone survey, and for the research team project's protocol. The monitors, drawn from the centers' local communities or from the to access callers' baseline response and referral information, was obtained using an apcenters' staff, were hired by and reported to the research team. As the monitor listened to proved telephone consent script at the start of the follow-up call. A waiver of documentaa call, s/he completed a baseline assessment that was later compared to the assessment tion of consent was obtained so that consents could be audiotaped rather than written. For completed by the counselor. At the end of the call, the monitor noted any discrepancies quality control purposes, approximately 10% of each follow-up interviewers' assessments A repeated measures design was employed to examine changes over time, always were audiotaped with callers' consent to do so. Callers participating in the follow-up asemploying center as the between subjects factor. The measures were assessed at three sessment received a $25 money order.
Safety Procedures. The follow-up astime points: near the beginning of the call (Time 1), at the end of the call (Time 2), and sessment included criteria to determine whether callers needed intervention, which at follow-up (Time 3). The repeated response measures for the crisis callers were towas defined as callers having made plans or tried to hurt or kill themselves since speaking tal POMS-M score, the four component scores derived from the POMS-M, and with the center, or having serious intent to die. The method for getting help to callers hopelessness. Chi-square tests comparing males to consisted of follow-up interviewers re-connecting the caller to their crisis center while the females on problems mentioned at baseline were performed. Crisis callers who were folinterviewer remained on the line to ensure that the caller was in communication with lowed were compared to those who were not followed on baseline measures at the beginthe center. If callers were unable to participate in a call with their center immediately ning of the call, by means of univariate analyses of variance. Interactions between followafter completing their interviews, follow-up interviewers obtained callers' consent for the up status and changes from Time 1 to Time 2 were examined using two-way analyses of center to contact them. In this last instance, the follow-up interviewer contacted the cenvariance. 12.0). Given the number of comparisons, results were considered significant at α < .001, but results at α < .01 are presented in the taAnalytic Strategy bles. The primary sampling unit of the study was crisis center and the secondary sampling RESULTS unit was caller within center. Thus, we examined the extent to which within-center clusPresenting Problems tering existed in order to determine whether Callers presented at the center with a this clustering variable needed to be included variety of problems including abuse/violence in the analyses. The sample clusters (center) (10.8%), addictions (13.0%), base needs had little impact on outcomes (distress [as (18.7%), interpersonal problems (67.4%), measured by the POMS-M], intent to die, mental health (48.2%), physical health and hopelessness) as indicated by the in-(13.4%), work (9.9%), and other problems traclass correlation coefficients, which were (13.7%). all close to zero (ranging from .004 to .05). Therefore, the use of mixed-effects linear Immediate Outcomes models to account for the clustering variable of center was unnecessary. Center was inCallers' distress, as assessed by the total score on the POMS-M, was significantly cluded as a covariate in the analyses.
reduced from the beginning of the call (Time Suicidal Thoughts at Follow-up. At follow-up, 94 (11.7%) of the 801 crisis callers 1) to the end of the call (Time 2) (p < .001) (see Table 2 ). There was also a significant rereported that they had suicidal thoughts since their call to the crisis center. When these duction on the domains of the POMS-M as well: confusion (p < .001), depression (p < callers were asked if they were having these thoughts when they initially called the center, .001), anger (p < .001), anxiety (p < .001), helpless (p < .001), and overwhelmed (p < 52 (55.3%) said yes, 35 (37.2%) said no, and 7 (7.4%) callers said they did not remember. .001). There was also a significant reduction in callers' level of hopelessness (p < .001).
Of the 52 callers who said they had suicidal thoughts at baseline, 27 callers (51.9%) said Callers with mental health problems were significantly more depressed and hopeless they told the counselor about their thoughts, 17 (32.7%) said they did not tell the counsethan callers with nonmental health problems (p < .001) (Table 3) ; however, there was no lor, and 8 (15.4%) said they did not remember. Compared to the crisis callers who did significant interaction between mental health status and time. In other words, a mental not report any suicidal thoughts since their initial call, the 94 crisis callers who reported health problem did not modify the change from Time 1 to Time 2.
suicidal thoughts were significantly more distressed, as indicated by their total and comIntermediate Outcomes ponent scores on the POMS-M and hopelessness scores at follow-up (Time 3) (Table There was a significant reduction in 5). They were also significantly more decallers' distress levels from the end of the call pressed at the beginning of the baseline call (Time 2) to follow-up (Time 3) as measured (Time 1) and there was a tendency for these by the total POMS-M score (p < .001) (see callers to be more helpless and hopeless (p < Table 4 ). Each of the individual scales of the .01) at the baseline (Time 1) and more hope-POMS-M and callers' feelings of hopelessless (p < .01) at the end of calls (Time 2). ness also showed significant reductions over time (p < .001). Mental health problems did Referrals not modify the changes from the end of the call (Time 2) to follow-up (Time 3), as indiOut of the 1,617 callers who participated in the baseline assessment, 969 (59.9%) cated by the nonsignificant interaction effects of problem by time.
were given a new referral, of which 67.9% (658) were to mental health resources. An adincluded such strategies as discussing the problem with a partner, calling a lawyer, or ditional 135 (8.3%) callers were referred back to their current therapist or services. Of the engaging in a relaxing and/or diversionary activity. Out of the 801 crisis callers who par-801 callers who participated in the follow-up, 541 (67.5%) were given a new referral at ticipated in the follow-up, counselors developed plans with 464 (57.9%). At follow-up, baseline, of which 72.5% (392) were to mental health resources. An additional 75 (9.4%) 369 (79.5%) callers recalled the plan and of these, 160 (43.4%) callers completed "all" of callers were referred back to their current therapist or services. The overall referral rate the plan, 47 (12.7%) callers completed "most", 54 (14.6%) completed "some," 72 for those who participated in the baseline was 68.3% and the rate of referral for those who (19.5%) said the plan was still "in process," and 35 (9.5%) callers had not carried out any participated in the follow-up was 76.9%.
Callers' type of problem had little imof the plan. The extent of follow through was not coded for one caller (.3%). pact on whether or not a new referral was given. The referral rate by callers' type of problem ranged from 53.1% to 69.6%; howRe-Contact with the Center ever, callers with mental health problems and or base needs problems had the highest referOf the 801 crisis callers who participated in the follow-up, 186 (23.2%) callers ral rate of 69.6%. Of the 392 follow-up crisis callers who were given a new mental health had re-contact with the crisis center after their initial call with the center. Because the referral, 33.2% had kept or made an appointment with a mental health service in the pecenters categorized these as nonsuicide crisis calls, it is most likely that the callers rather riod between the initial call to the center and the follow-up assessment.
than the centers initiated the re-contact. Of those who had re-contact with the center, 96 (51.6%) callers had one additional contact, Plans of Action 32 (17.2%) had two contacts, 27 (14.5%) had three contacts, 6 (3.2%) had four contacts, 17 During the calls, crisis counselors developed "plans of action" with callers. These (9.1%) had between 5 and 15 contacts, and 8 (4.3%) callers did not remember the number were plans that callers agreed to follow through with to try to help themselves. Plans of times. More callers who had re-contact with the center had thoughts about killing Caller Feedback themselves since their initial call to the center (18.8%) than those who had not reAt follow-up, 801 crisis callers provided a total of 1,345 responses to the posicontacted the center (9.6%; χ 2 = 10.69, p < .001). On the POMS at the follow-up call tive question and 145 responses to the negative question. Fifteen crisis callers said (T 3 ), those who had re-contact with the center as compared to those who had not were nothing was helpful about the call. Two raters, both of whom were experisignificantly more hopeless (t = 3.48, p < .001), and there were trends toward their beenced crisis counselors, independently coded the positive responses into 17 a priori categoing more anxious (t = 2.90, p < .004), depressed (t = 3.01, p < .003), confused (t = ries, plus six additional categories that were developed to account for the responses gen-2.97, p < .003), and overall more distressed as measured by the total POMS score (t = 3.05, erated through content analysis. Negative statements were coded into 15 categories p < .002). generated from content analysis of the rethe hypothesized role of telephone crisis intervention in attenuating crisis states. While sponses. The raters agreed on 86% of their coding of positive statements and 74% of demand characteristics may play a role in callers' reports to helpers at the end of calls, their coding of negative statements. Disagreements, most of which consisted of one the continued or additional reductions in distress reported by callers to independent evalof the raters failing to rate a statement, were resolved through discussion.
uators at follow-up attenuates this concern to a degree. This finding also suggests that Many categories accounted for a small percent of the responses. The top six categochanges occurring during the calls are not transitory phenomena and may set the stage ries of positive responses (>6% of responses) described empathic helpers (7.8% of refor improved coping with crises. Nearly a quarter of callers had responses; 13.1% of callers) who listened and allowed the callers to talk about their concerns contact with the centers for one or more calls. Multiple contacts by callers to crisis (23.4%; 39.2%), helped them to calm down (9.2%; 15.4%), think more clearly (6.8%; centers are a complex phenomenon. For some callers, these may represent a "safety 11.4%), and provided options for dealing with their concerns (15.4%; 25.8%). The services net" when local communities lack sufficient support resources, or simply indicate that criwere described as readily available with helpers willing to stay on the line as long as sis services may require more than one contact to meet the needs of callers. For other needed (available, patient, 6.7%; 11.2%).
The most common problem noted by callers, multiple calls to centers may indicate inappropriate reliance on the service in place callers concerned the referrals provided by crisis staff (23.2% of responses; 5.6% of callof follow through with other options. Further research is necessary to clarify this pheers). Some of the referrals were not appropriate for the caller's problem, but most of nomenon, as repeat callers comprise a substantial proportion of calls to some centers. the difficulties with referrals were due to the agencies to which callers were referred. The Previous research has provided some support for the helping model espoused by nature of these difficulties included cost, waiting lists, and unhelpful responses. The many telephone crisis services (Echterling & Hartsough, 1989; Echterling et al., 1980 ; next most frequent concerns were about inadequate solutions to problems. The callers Young, 1989) , and the caller feedback obtained in this study also conforms to the proraised concerns that they weren't given any help on how to solve their problem: "they posed elements of telephone intervention. This feedback described available, empathic just comforted me" (10.8%; 2.6%); or, were given unhelpful suggestions/solutions (10.3%; helpers who listened to callers and let them talk, helped them to calm down, and pro-2.5%) (e.g., "He said things I already know"). Callers also indicated that crisis staff asked vided options for addressing their concerns. Reduction in distress is one probable too many questions (10.8%; 2.6%); yet the "calls were too short" (8.3%; 2.0%). Callers mediator of positive resolution of crises. Another element of crisis intervention is the dealso identified unhelpful characteristics of some counselors (e.g., condescending, not velopment of a plan of action for addressing the caller's concern and/or the provision of a concerned, abrupt) (8.8%; 2.1%).
referral to an agency that can further assist the caller. Of the 801 followed callers, 392 (48.9%) were given mental health referrals at DISCUSSION baseline, which is the largest category of referrals given. Of these, 33.2% had made or Significant changes from the beginning to the end of the calls in desirable direckept an appointment since their original call. This is lower than the modal 50% follow tions in affective and cognitive variables that characterize crisis states are consistent with through rate reported for earlier studies (Stein & Lambert, 1984) , although the types Finally, there is concern about the finding at follow-up that 94 (11.7% of 801 of referrals were not specified in these studies. Reasons for lack of follow through were crisis callers followed up) reported that they had suicidal thoughts since their original calls not obtained in the current study, although some information is available from 45 callers to the centers, that 52 of these individuals were having these thoughts when they called who, in response to the open-ended questions as to what was not helpful about the the center, and 17 said they had told the counselor about these thoughts. This has two call, reported problems with the referrals provided by crisis services. These included implications for crisis services: first, policies and procedures must be developed regarding referrals that were not appropriate for the callers' concerns and problems with the assessment of suicidal risk for all crisis callers or for a clearly specified type of crisis caller; agency to which the caller was referred, such as cost and long waiting times. At least one and, second, training must be developed that enhances the ability and inclination to sysprevious study found that referral follow through can be improved by provision of intematically assess for suicide risk. The need to systematically conduct evidence-based risk centives for staff for more conscientious referrals (Paul & Turner, 1976) . Thus, training assessments is attested to by the finding that the suicidality of a substantial number of crimay ameliorate this problem to some degree. However, as crisis services expand beyond sis callers was missed during the crisis intervention and that they remained suicidal at their own communities to statewide or multistate service areas, they need to maintain follow-up. It should be noted that failure to conduct risk assessments or pursue patients' more extensive current and accurate referral databases as well. It may also be possible that suicidal communications has also been found among professional mental health providers the attenuation of crisis states achieved by crisis workers may have reduced the distress- (Bongar, Maris, Berman, & Litman, 1998; Coombs et al., 1992) and primary care physimediated motivation to seek further help. Further research is necessary to test this hycians (Adamek & Kaplan, 2000; Williams et al., 1999) . These findings for mental health pothesis of unintended side effects of crisis intervention.
and medical providers have been attributed to the documented lack of training in suicide Crisis counselors developed plans of action with 464 (57.9%) callers for addressrisk assessment and management for these professionals (Bongar, 2002 ; Williams et al., ing their concerns. Of these, 20.5% did not recall their plans, 43.4% reporting having 1999). This reinforces the need for training in this area. completed the entire plan, 46.8% reported various stages of progress on their plan, and
The present study has several advantages for examining the effectiveness of tele-9.4% had not carried out any of the plan. This is a more encouraging follow through phone crisis services. First, this study provided an empirical evaluation of crisis hotline rate than the referral rate. There are several possible reasons for this, including the possiservices using a broader range of potential beneficial effects than used in an earlier genbility that the plans are more subject to control by the callers and/or may require less eration of evaluation studies. Conceptually and/or empirically based variables associated travel and cost. Also, plans of action may be more likely to be developed through a collabwith crisis states of callers were selected as immediate and intermediate outcomes. Secorative process. A study by Echterling and Hartsough (1989) provides some support for ond, while the inclusion of a control condition, for example, a placebo call protocol, was this. They found a positive relationship between problem solving involving the developunethical, the repeated measures design allowed each caller to act as his/her own conment of action plans that occurred near the end of calls, as opposed to earlier phases of the trol in the assessment of the client-centered outcomes. Third, the follow-up assessment calls, and positive call outcomes at follow-up. provided invaluable information on referral coordinators, who were reimbursed by the project grant to ensure appropriate data colfollow through and allowed for an evaluation of the callers by interviewers independent of lection, may also represent an additional resource that may not be available in many the crisis centers. Fourth, in contrast with most earlier studies, a multisite methodology centers. Third, while selection biases may also exist with regard to the callers who were was employed, which may increase the generalizability of the findings. While not a repfollowed, for crisis callers the concern about possible positive selection bias among callers resentative sample of U.S. crisis centers, a geographically diverse set of centers with who consented to follow-up is attenuated by the finding that there were almost no differvaried counselor characteristics (e.g., volunteer or paid; lay or professional) was emences between the baseline sample that was not followed up and the follow-up sample in ployed and yielded the largest sample of callers in nonsuicidal or suicidal crises studies to levels of distress at the beginning of their calls nor in changes from the beginning to date.
The study has important limitations. end of the calls. The lone exception was that followed callers were significantly more overFirst, the study was uncontrolled, as mentioned above, because of ethical concerns whelmed at the start of their calls than nonfollowed callers. Fourth, telephone crisis serabout compromising the clinical services provided to persons in crisis. Second, selection vices did not routinely collect demographic information, such as age and ethnicity, on biases exist with regard to the centers and counselors who participated. The participatcallers, which precluded our ability to examine the specificity of the findings for different ing centers and counselors had to be amenable to implementing a series of questions populations of users. In sum, the information yielded by this about the caller's current emotional state, which was not compatible with some centers' study is consistent with the effectiveness of telephone crisis services in reducing the crisis or counselors' helping model. Furthermore, the implementation of the research protocol state of callers. However, the lack of a control condition makes it difficult to definitively atmay have influenced the nature of the interaction between the helper and the caller. Antribute the improvements in crisis state to the crisis intervention. Based on the feedback ecdotal reports from crisis staff were mixed in that some found the questions to be someprovided by callers, as well as the record of referrals and action plans, these centers apwhat intrusive, while others indicated that it facilitated their assessment of the caller's pear to be providing callers with opportunities to problem solve and identify resources state, helped the callers to clarify their feelings, and helped the callers and crisis workers for addressing their concerns. The results also highlight the need to systematically emto see the progress achieved during the call. In any case, the results can only be generalploy reliable and valid risk assessments on crisis calls and to enhance successful referral ized to an intervention model that incorporates some direct assessments of callers' menof callers in need to appropriate services. tal state. The efforts of the local data
